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C ASE I. G. W. L., white, set. about 45. Entered the University 
Hospital July 3, 18S0. He had suffered from gonorrhoea in his 
youth, but attributed his then condition to a fall in which his perineum 
was much contused. After the accident his condition grew worse and 
worse. He suffered with retention, abscesses and inflammations, which 
finally compelled him to seek operative aid. Ilis scrotum, perineum 
and penis presented a shapeless mass of brawny tissue, which was rid¬ 
dled with urinary fistulas. No water had passed through the urethra 
for several years. The canal was open for about flve inches, but be¬ 
yond that point no instrument could be passed. The fistulas were tor¬ 
tuous as usual, and I could reach the bladder through none of them. 
The general condition of the patient was good. He could pass his 
water at will, but only watering-pot fashion. He readily consented to 
the proposed external perineal urethrotomy, and undertook to be 
operated on without anaesthetic. On July 4 I made a median incision 
from scrotal reflection to verge of anus, and slowly dividing the tissues 
sought for the membranous urethra. The whole region was cicatricial. 
I could find nothing anatomical to guide me nearer than the tuber¬ 
osities of the ischia, and the prostate felt through the rectum. The pa¬ 
tient exhibited an amount of fortitude which I have never ceased to 
admire, and made little or no complaint while I searched patiently 
and laboriously for the urethra. I continued my search for about four 
hours when, as my patient was becoming exhausted and I knew he 
could still pass his water through his various fistulas, I thought it best 
to give up for the time and make another attempt later. Patient suf- 
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fered considerable reaction from the operation, his afternoon tempera¬ 
ture reaching 104° F. for some days. Three weeks later I operated 
again, this time under chloroform. My first operation had convinced 
me of the folly of seeking the urethra in the mass of cicatrix with 
which the perineum was filled, and I determined to go to the root of 
the matter at once and seek for the apex of the prostate. I began the 
operation as before by freely opening the perineum, then fixing the 
position of the prostate with the finger in the rectum, incised directly 
down to its apex, and opened the urethra as it emerged from the gland 
in just twenty minutes after the beginning of the operation. I then 
sought to connect the calibre of the pendulous urethra with the 
wound, but failed utterly in the attempt. As far as examination could 
teach me, the urethra seemed to be completely obliterated in all that 
portion w’hich we call the “bulbo-membranous.” With one instru¬ 
ment in the deep urethra just opened, and another in the distal por¬ 
tion, I could not make the two approach nearer than to within an inch 
and a half of each other. I was therefore compelled to desist at this 
point, hoping that a subsequent attempt to join the tw T o parts might be 
more successful. A large, soft rubber catheter was left in the bladder, 
the end being closed by a stopper, so that the urine could be drawn at 
will. The patient made a good recover)' from the operation, but I 
could never pass an instrument through the whole urethra. I supplied 
him with various tubes with which to draw his water through the peri¬ 
neal wound, but as it continually manifested a tendency to close-I 
subsequently enlarged it and sewed the edges of the urethral wound to 
the margins of the skin incision, and so made a permanent fistula 
which the patient continues to use with satisfaction. 

Case II. M. B., white, set. 45. Entered January 22, 1884 First 
had gonorrhoea twenty-three years ago, and has had a number of at¬ 
tacks of the same malady since, cannot say exactly when symptoms of 
stricture began to manifest themselves, but is sure he has had a strict¬ 
ure seven or eight years. Sounds were passed on him three years ago, 
but the prostration which followed the operation was so great that the 
doctor who treated him advised him to let his stricture alone. Passes 
his water in a very fine stream and with great difficulty. Is much re¬ 
duced in flesh and strength. Has albuminuria of moderate grade. I 
made several patient attempts to pass an instrument, but without suc¬ 
cess, and although the patient was upon each of these occasions put 
under the influence of quinine, he had an alarming chill and severe 
fever as a consequence. The stricture was at the bulbo-membranous 
portion. I thought perineal section safer for this patient than con- 
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tinued attempts to pass instruments, and hence advised him to have it 
done. He consented, and on February i I operated before the class- 
Hie operation was done under ether and presented no particular 
features of interest. The perineum being normal no particular diffi¬ 
culty was experienced in finding the membranous urethra, which was 
freely opened and a No. 16 E. steel sound passed into the bladder. 
T he stricture was cut a posteriori and the same sound passed through 
the whole length of the urethra. The hemorrhage was very moder¬ 
ate. No instrument was left in situ. The patient showed about the 
same reaction which had occurred after the previous attempts at 
catheterization and not more. The No. 16 sound was passed every 
few days, the wound granulated nicely, the patient improved generally, 
and left the hospital April io able to pass the sound skilfully on him¬ 
self and with the perineal wound closed to a very small fistula. He 
reported to me May io with the wound entirely healed and his urine 
passing normally. I have seen the man lately. He works regularly 
at his trade, has no trouble with his water, and has had frequent satis¬ 
factory sexual intercourse. 

Case III. J. P., white, ret. 40. Entered Bay View November 6, 
1884. Had gonorrhoea in i860. Eight years later suffered from re¬ 
tention. This was followed by rupture of urethra and urinary infiltra¬ 
tion.. Several fistula formed then as a consequence of the first attack 
of retention and others formed afterwards. No urine had passed by 
the urethra for sixteen (16) years. His penis and scrotum were much 
like those parts of Case I, though his perineum was in a much better 
condition, and he passed his water from many points. Many of these 
fistuke presented ulcerated openings and there were many excoriated 
and superficially ulcerated spots about the scrotum. Perineal section 
was proposed and accepted, and the operation done November 9. 
The conditions present gave promise of much difficulty, but shortly 
after beginning the operation I was fortunate enough to pass a fine 
probe through one of the fistuke into the bladder, and this served as a 
guide and led me without difficulty to the urethra. The bulbo-mem- 
branous portion seemed in this case as in Case I to be obliterated, 
and I completed my operation by stitching the edges of the urethra^ 
wound to the margins of the skin incision, thus making a permanent 
fistula. The operation was not followed by any reaction, and the pa¬ 
tient soon began to improve in every way. The improvement was, 
however, transitory. The ulcerated orifices of the fistula and the 
superficial excoriations previously referred to soon began to assume a 
malignant aspect, and finally developed into well marked epithelioma, 
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and about a year later the patient died from that disease. The perma¬ 
nent perineal fistula which I had made for him, however, served him 
to the end of his days and saved him much of the suffering which 
would have been caused by contact of the urine with the excoriated 
parts. 

Case IV. J. D., white, net. 38. Entered Bay View November 13, 
18S4. Ten years ago he had a tall and a heavy weight fell on his ab¬ 
domen. The doctor who attended him said he had a compound 
fracture of some of the pelvic bones. Blood and water were drawn 
from his bladder. Scrotum became much swollen and turned black. 
He could not pass his water for two weeks, during which time it had 
to be drawn off After this he could pass a little, but never a full 
stream. His general health is good. He suffered from retention of 
urine when admitted, which, all attempts to pass a catheter having 
failed, was relieved with the aspirator. Alter several days of patient 
attempts to pass instruments, during which time the aspirator had to 
be used several times, perineal section was proposed and accepted. 
The operation was done under ether. The usual incision was made, 
and the urethra was found with rather less than the usual difficulty. 
There was, however, apparently, no regular connection between the 
deep and pendulous urethra, a considerable space between the two 
being filled with scar tissue. I could not discover a definite canal 
through this tissue, but incised it freely and concluded the operation 
by putting a large, soft rubber catheter through the urethra into the 
bladder and leaving it in place. There was no particular re iction, but 
during the few weeks immediately following there was more or less 
trouble about the catheter becoming displaced. On several occasions 
it was necessary to pass it from the urethra through the wound and 
then into the bladder, as I could not pass it all the way at one time. 
Nor could I at any time after this operation pass a steel instrument 
into the bladder. The patient passed out of my care with the rubber 
catheter in his bladder. It came out or was taken out as I subse¬ 
quently learned, and as the patient would not submit to further opera¬ 
tive procedure at the hands of my successor, the instrument was not 
replaced. In November, 1S85, however, during my next Bay View 
service, the patient returned to my care. The perineal wound re¬ 
mained open, and the passage of water was divided between it and the 
urethra. He had not suffered from retention since my operation, but 
his general health was somewhat reduced. November 15 he was 
etherized, the perineum laid open again, entrance to the bladder easily 
effected and the two portions of the urethra connected by a free in- 
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cision. At the conclusion of the operation a No. 17 E. steel sound 
passed without trouble through the urethra into the bladder. No re¬ 
action followed this operation. The patient was taught to use the No. 
1 7 sound on himself and soon learned to pass it skilfully. By Decem- 
cember 31 he was well in all respects save that a very small perineal 
fistula remained. I have been subsequently informed that the fistula 
closed entirely. 

Case V. J. R. F., white, ret. 38. Entered the hospital March 25, 
1885. Has had a gonorrhoeal stricture for the past twelve years. 
About nine years ago was examined with instruments and bled after¬ 
wards. Thinks he was cut. About five years ago was operated on 
by Prof. Johnston internally. Don’t know whether he was cut or not. 
but was much improved by the operation. Has neglected himself 
since, and during the past eight or nine months has suffered considera¬ 
bly. Urine passes by drops and sometimes in a very fine stream, 
bladder'very irritable, especially at night; has albuminuria and a cer¬ 
tain amount of retained urine, as shown by hypogastric dulness and 
proved by the aspirator. April 1, a patient trial having failed to gain 
entrance to the bladder, and feeling that this was a case which would 
be greatly benefited by free incision and drainage, I proposed the 
perineal section. It was accepted and performed under ether in the 
usual manner without any notable incident occurring during its pro¬ 
gress. The stricture which was at the bulbo-membranous portion 
was cut from behind and a No. 16 E. steel sound passed easily into 
the bladder. Patient had 10 gr. quinine and was put to bed. There 
was some reaction. The patient had several chills of moderate sever¬ 
ity, but in the main did well. No. 16 E. was passed again on the third 
day after the operation and at proper intervals afterwards, the wound 
healing nicely and the general condition of the patient improving. 
His wound healed completely, and his capacity for sexual intercourse 
remained unimpaired. Having only one ann he could not be taught 
to use an instrument, on himself, but comes regularly to the dispensary 
for the performance of that little ceremony. 

Case VI. V. L., colored, ret. 52. Entered the University Hospi¬ 
tal April 26, 1886. Has had a stricture from old gonorrhoea for sev¬ 
eral years, and during the last year and a half could only urinate by 
“ milking himself” as he expressed it. Two days before entering hos¬ 
pital, while straining very hard in an attempt to pass his water he felt 
a sudden giving way with great sense of relief to the bladder, but no 
passage of urine from the penis. There appeared only a few drops of 
blood at the meatus. Very soon he began to feel severe pain in the 



PERINEAL URETER0TOMV. 


13 


penis, symphysis and perineum, and the parts began to swell rapidly. 
His physician. Dr. Coffroth. being called, gave him partial relief by 
making an incision into the perineum, through which there was some 
discharge of pus and urine. Pain and swelling, however, increasing 
the patient was removed to the hospital. The condition upon enter¬ 
ing hospital was deplorable. The subcutaneous connective tissue of 
penis, scrotum, symphysis and perineum was necrotic and crackled 
under pressure with decomposition gases, and from the small perineal 
wound escaped foul-smelling urine and ichorous pus. I advised the 
perineal section and performed it promptly under ether, the patient 
consenting at once. The deep urethra having been for a long time 
distended was readily found, and was so large that I could pass my lit¬ 
tle finger through it into the bladder without difficulty. The stricture 
was cut from behind freely and a large sound passed through the whole 
length of the urethra. The prepuce was slit up, as it was so swollen 
that the meatus could not be otherwise reached. Its connective tissue 
was necrotic and filled with gas and pus. The subsequent progress of 
the patient was exceptionably satisfactory. He had but one slight 
chill, the wound soon assumed a healthy aspect, a No. 20 E. steel 
sound was passed ever}* third or fourth day, and at the end of eighteen 
days he left the hospital with the wound nearly healed, feeling well and 
passing a full stream of water. Dr. Coffroth reports his condition 
after leaving hospital as perfectly satisfactory. The wound closed 
completely, the doctor continuing to pass sounds at intervals. He 
has not, however, been able to perform the sexual act since the opera¬ 
tion, which is a source of great regret to him. 

Case VII. P. K., white, ast. 34. # Entered the hospital June 3, 
1SS6. Two days before admission he had attended a baseball match, 
and on returning from an out-house where he had been to pass water, 
walked under some of the seats. Just at this moment some of the 
supports gave way and a board with five men on it fell on him. The 
board fell across his pelvis, fracturing the left ischiac and pubic ramus 
and damaging him to a large extent. A short time after the accident 
he was seen by Prof. Tiffany in consultation with Dr. Spicer. These 
gentlemen diagnosticated the fracture as above mentioned together 
with laceration of the urethra, and advised the man to come to the 
hospital. This he only consented to do after a lapse of about forty- 
eight hours. Upon admission he was suffering much from shock. 
The lower part of the belly, the penis, scrotum and perineum were 
much swollen and ecchymosed, but presented no evidence of urinary’ 
infiltration. There was a large round tumor, dull on percussion, ex- 
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tending from pubis nearly to umbilicus. This tumor was, of course, 
the bladder, and it collapsed after forty-three ounces of urine, some¬ 
what tinged with blood, had been drawn off with the aspirator. On 
the next day under ether perineal section was performed. A sound 
passed through the urethra was freely movable within the pelvis and 
hence extensive laceration was expected. The incision from scrotum 
to anus opened into an irregular cavity filled with blood clots. Upon 
removal of these the finger detected readily the seat of fracture of 
the pelvis. The pubic and ischiac ramus on the left side had been 
broken through and the lateral fragments had apparently been forced 
over past the median line, crushing and lacerating all the intervening 
soft parts. The lower attachments of the bladder were all tom away 
except a small shreddy mass on the right anterior side and the rectum 
was tom away from the prostate. In fact, the finger could be passed 
around the lower end of the viscus with the exception of the small 
shreddy mass before mentioned. After the blood clots had been 
washed out the bladder end of the urethra was sought for and found 
as an irregular tuft of lacerated tissue at the apex of the prostate 
gland. After incision a large catheter passed readily into the bladder 
and drew the urine which had collected since the day before. As 
the membranous urethra had been entirely tom away, it was thought 
best to tie a large soft catheter in the bladder for the purpose of 
maintaining control over the vesical end. Moreover, it was important 
to keep the urine out of the large irregular lacerated cavity which 
has been described as having been filled with blood clots. Two large 
rubber drainage tubes were also placed in the cavity, one on each side 
of the bladder, and fastened by a silver wire suture to the lower angle 
of the perineal wound. A large pad of oakum was placed between 
the legs around the drainage tubes, the end of the catheter being 
kept outside and above the dressing. The patient was much shocked 
by the operation and lay in a state of collapse for four hours during 
the afternoon. Finally, he reacted under appropriate treatment and 
passed a fair night. After this he did well. On the seventh day the 
drainage tubes were removed and on the tenth the retention catheter. 
For some days after this the patient had no control of his water, but 
gradually began to improve in this respect until he could retain’and 
pass it at wall. A soft catheter was occasionally passed into the blad¬ 
der from the perineal wound. The patient’s friends, contrary to ad¬ 
vice, took him home June 23, twenty days after the operation, no 
instrument having been passed through the w'hole urethra in the mean 
time. July 21, the family physician having failed to pass an instru- 
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ment and the stream of urine having become somewhat small, I was 
called to see him. I could not pass a sound through the urethra into 
the bladder, but could readily effect an entrance through the perineal 
fistula which was not yet closed. Under ether I passed a large 
grooved director into the bladder with the groove upwards, and then 
passing a sound into the urethra so that its end rested as near as 
might be in the groove, cut the intervening tissue by passing a thin 
knife in the groove of the first instrument. The grooved director was 
then withdrawn and the sound slipped into the bladder. Since that I 
have been able to pass a No. 17 E. steel sound, and have done so oc¬ 
casionally. The patient’s general health is fair, he passes his water 
freely, and although his perineal wound is not quite healed, his condi¬ 
tion is very favorable when the extent of his injury is considered. He 
has had two infiltration abscesses ot moderate size, one on the inner 
aspect of each thigh. 

Case VIII.—W. C., colored, set. 2S years. Entered the University 
Hospital June 28, 1886. This patient had an old tight gonorrhoeal 
stricture of many years standing. He had suffered many times with 
retention and upon six different occasions, three times by myself, it 
had been necessary to relieve his bladder with the aspirator. I was 
never at any time able to pass an instrument by the urethra. He had 
been advised many times to submit to operation, but had always re¬ 
fused and only submitted finally because I refused to aspirate him any 
more. The perineum was normal, and hence the operation was easy, 
the urethra being reached in about twenty-five minutes. The stricture 
at the bulbo-membranous portion was cut from behind and a large 
sound passed. There was considerable bleeding which was controlled 
by pressure. The bladder being emptied the wound was packed with 
wads of oakum and the legs bound together. Several hours later the 
pressure was removed and the patient passed water freely. The wound 
was left with light oakum dressing until about 4 o’clock the next morn¬ 
ing when there was a recurrence of the haemorrhage. The wound was 
again packed tightly as before and the bleeding thus controlled. This 
packing was left in for ten hours, a matter of small consequence to a 
bladder which had not been emptied for several years and was habit¬ 
ually distended, and at the end of that time was removed, the haemor¬ 
rhage having been effectually quelled. All went well up to the seventh 
day, when the patient patient passed some blood clots in his urine. On 
the tenth day secondary haemorrhage occurred, and was controlled by 
packing the wound around a catheter passed into the bladder. He 
now began to have high temperature which seemed to be controlled by 
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quinine and washing out the bladder. At one time the temperature 
reached io6° F., and its rises and falls were characteristically sudden. 
The perineal wound closed to a large extent but not completely, and 
the patient left the hospital able to pass his water but very much 
broken down in health. He returned to the hospital later with lung 
and bowel tuberculosis and died January 11. At the post mortem ex¬ 
amination the lungs were found riddled with cavities and the large in¬ 
testine covered with tuberculous ulcerations. There was an abscess 
between the bladder and pubes mostly on the right side which commu¬ 
nicated with the perineal fistula. The abscess cavity contained several 
ounces of pus. The perineal fistula also communicated with the ure¬ 
thra which canal was open all the way from meatus to bladder, and the 
bladder itself was much thickened and somewhat sacculated. '1 he 
kidneys were normal. 

Case IX.—G. G., white, tet. 50 years. Entered the University Hos¬ 
pital April 21, 1S86. Six months before admission and just 
after having urinated a heavy mass of coal fell on him fracturing his 
pelvis and lacerating his urethra. He was seen by Dr. G. Ellis Porter, 
of Lonaconing, who performed the perineal section on him, thus re¬ 
lieving his bladder and draining the pelvis. He suffered much as the 
result of his injury his life being despaired of for many days. His 
water passed freely during his illness from the perineal wound, and 
after many weeks of suffering he began to improve. His physician not 
being able to pass any instrument either by the penis or perineal 
wound called in Dr. Porter again. He met with no better success. 
The w’ound had now' nearly closed, and the effects of retention began 
to manifest themselves. 'He suffered from urinary infiltration and ab¬ 
scesses were formed in various parts. Sometimes they w'ould open 
by way of the perineal w'ound. sometimes in the groin, sometimes on 
the thigh. When the patient entered the hospital he was passing some 
urine through the penis, some through the perineum and some through 
the groin. Patient searching failed to show* a passage from any of 
these points to the bladder. Rectal examination showed the anterior 
segment of the low er pelvic strait to be filled with cicatricial tissue. A 
sound W’ould pass down the urethra under the pubic arch and its end 
would be movable when the handle w'as depressed between the thighs, 
but a catheter placed in the same position w'ould not draw' w'ater. 
Moreover, the finger in the rectum showed that the sound w'as not in 
the bladder. Perineal section w’as attempted April 22 under ether. 
The usual incision w’as made, and, as was expected, the whole of the 
deep perineum found cicatricial. There were no land marks but the 
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ischia and the prostate, and these were interfered with by bands cf 
cicatrix. I aimed for the apex of the prostate and seemed to have 
reached it. There was a smooth canal to be seen when the blood was 
well sponged away. A moderate sized soft bougie entered it readily, 
and passed in about five inches, and I thonght I had gained my point, 
but a catheter in the same place drew no water, and the finger in the 
rectum showed it was not quite in the right place. Instruments would 
also pass for several inches between the bladder and pubes and in 
various other directions, but none went into the bladder. As I had 
been at work something over two hours, and made no doubt but that 
I could reach the bladder with the patient conscious by causing him to 
urinate and then following up the stream, I discontinued the opera¬ 
tion not without feeling much chagrin at having failed. The patient 
recovered from the operation without bad symptoms. During the next 
two weeks I spent hours in trying to find a passage to the bladder by 
the penis, perineum and groin. The patient was cheerful and coura¬ 
geous, and I thought especially blessed with fortitude. Sometimes my 
bougies would pass in at the penis and out at the wound; sometimes 
I would begin to think I had found a passage by the perineum when 
my bougie would peep out from the meatus urinarius; sometimes I 
would pass a small bougie its whole length in the fistula at the groin. 
Failing always I again attempted the section on May 10. This time 
I succeeded no better than before. 1 he same bewildering labyrinth 
of cicatricial tissue and multiplicity of sinuses defeated my every effort. 
I went on more and more deeply, my exploring instruments going in 
almost every direction except into the bladder until so much haemor¬ 
rhage occurred that I could do no more with safety and was compelled 
to plug the wound and desist for the second time. The patient suf- 
feied much more from this attempt than from the first. He had con¬ 
siderable fever and developed a few more infiltration abscesses, one of 
which opened on the anterior aspect of his right thigh. He also had 
an attack of erysipelas from which he suffered no little. Then followed 
a few more attempts to reach the bladder through the wound. They 
were like all the rest—failures. Finally the patient determined to go 
home for a time with a promise, however, that he would pass a soft in¬ 
strument occasionally through the penis and the wound and return 
later for another attempt. On January 27, 1887, the patient returned 
to the hospital. His condition was far worse than when he left. He 
had had several attacks of infiltration followed by the formation of new 
fistulse; as some of the old track swould close, new ones would form. 
There had been one at the back of the right thigh, and he had one in 
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each groin. The perineal fistula remained but was very small The 
patient’s general health was very poor; he had lost much flesh and 
was becoming very much discouraged. A patient but unsuccessful 
search as before with numerous soft bougies was made. A few days 
after admission he had another attack of infiltration which resulted in 
the formation of an abscess which was opened about an inch in front 
of the reft tuberosity of the ischium. I now determined to make one 
more attempt at operation by the perineum and if unsuccessful in that 
to open the bladder above the pubes and pass an instrument from 
within outward after the manner of Mr. Howse and so attain my ob¬ 
ject. In doing the perineal operation I determined to incise freely from 
pubes to rectum in the median line until I had, if possible, dissected 
out the anterior end of the prostate from its surrounding mass of cic¬ 
atrix and to seek for the urethra within the gland itself. I began by 
making the freest possible incision within the limits mentioned. Then 
passing my finger in the wound I forced it up behind the pubis and 
between it and the bladder reached a free vesical cavity the same into 
which I had passed a sound previously. Between my finger and the 
bladder was a dense cicatricial band which seemed about the size of 
my little finger. Passing my finger now into the rectum I made out 
another mass of cicatrix between the gut and the bladder which seemed 
to hold the prostate in an abnormally high position. These two bands 
were too deeply placed to be seen and I cut them both completely 
through with a probe-pointed knife guided by my finger. I then put 
one finger in the wound and another in the bowel and by manipulating 
the two with considerable force roughly tore away the adventitious 
tissue from around the apex of the prostate. This proceeding was 
not followed by much bleeding. I then had the wound drawn well open 
by retractors and washed it out thoroughly with a stream of hot water. 
Guided then by my finger in the wound I passed in a large soft cathe¬ 
ter and pressed it against the exposed apex of the prostate, and to 
my great satisfaction it glided smoothly into the bladder and drew a 
considerable quantity of urine. I then passed a No. 17 steel sound 
through the urethra into the bladder. There was no particular reac¬ 
tion following the operation. The sound w r as regularly passed every 
few days. Within two w f eeks the patient w'as walking about and in 
about three weeks he returned to his home to have his cure com¬ 
pleted by Dr. Porter. 

Summary. —There were in all nine cases in which the per¬ 
ineal section without guide was done as follows: 
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Old perineal contusion, case I, - - - - i. 

Old gonorrhoeal strictures, cases II, III, V. VI and VIII, 5. 
Old pelvic fracture, cases IV and IX, 2. 

Recent pelvic fracture, case VIII, - I. 


The operation was completed at one sitting in seven cases; 
in two in one case, and in three in one case. All the patients 
recovered from the operation. Two have died since, one 
about a year after operation (case III) from cancer, another 
(case VIII) from tuberculosis of lungs and bowels six months 
after operation. This patient had also a prevesical abscess. 
In two cases it was necessary to make a permanent fistula on 
account of apparent obliteration of the bulbo-membranous 
portion of the urethra. In four cases (II, IV, V and VI) the 
wound closed entirely and in two (VII and IX) the wound has 
not yet closed, but there is a fair probability that it will in 
time. 

Van Buren says of this operation : “Few operations in sur¬ 
gery are more formidable than this one of external perineal 
urethrotomy without a guide. The surgeon who approaches it 
should be thoroughly at home in the anatomy of the perineum 
and even then should be prepared for a possible failure.” I 
can say no more with reference to it than that it only needs ex¬ 
perience to make a man appreciate and concur in the view ex¬ 
pressed by the eminent teacher. The operation requires time, 
light and patience, and should not be undertaken without hav¬ 
ing several hours of good daylight before one. Where there 
is a portion of urethra of normal size or dilated and with nor¬ 
mal relations behind the stricture the operation will not usu¬ 
ally be long. I have reached and opened the urethra in twen¬ 
ty-five minutes after making the first incision as in case VIII. 
But where there is much scar tissue to deal with and especially 
where the normal relations have been'in large part obliterated 
as is usual in cases of old pelvic fracture or traumatic 
stricture generally, the landmarks are destroyed, and one must 
patiently feel his way through the tissues trying his probes 
and bougies at every possible opportunity. I have worked pa¬ 
tiently from two to four hours as in cases I and IX only to be 
rewarded by failure, at least for the time. 
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I have usually found the haemorrhage moderate and easily 
controlled by temporary'- pressure and hot douches, but some¬ 
times, as in cases VII and IX, (second operation) it is not only 
very annoying by obscuring the field of operation but is a 
grave contingency when not amenable to the mild remedies 
just mentioned, not so much on account of the actual loss of 
blood as on account of the necessity of the long continued 
application of pressure and consequent interference with drain¬ 
age. It is well to ligate any vessel within reach upon which a 
ligature can be placed, for as the wound is left open the num¬ 
ber of ligatures is of no consequence, and only to use contin¬ 
uous pressure in cases of necessity. In the two cases in 
which I was compelled to employ it there were bad results in 
the way of infiltration and abscess which I was much inclined 
to attribute to its use. 

In ordinary cases the drainage of the wound is perfect in 
the usual position of the patient in bed if the incision be made 
boldly and well down toward the verge of the anus. I thought 
it necessary in only one case to use drainage tubes. This was 
case VII in which there were large irregular cavities all around 
the bladder, which were filled with blood clots at the time of 
the operation and promised a bountiful supply of pus. The 
nature of these cases, the location of the wound, the proximity 
to the bowel and the constant necessity of voiding urine make 
it impossible to carry out the antiseptic technique which I am 
very fond of using under ordinary circumstances and I depend 
on loose and frequently changed dressings with plenty 'of 
washing and complete drainage as the next best thing. 

The presence of albuminuria and other signs of kidney in¬ 
volvement does not contraindicate the operation. It neces¬ 
sarily adds to its gravity, as it does to any other surgical pro¬ 
cedure, and perhaps more than to any other, but I am con¬ 
vinced that in cases of old impassable or even very tight 
stricture of the deep urethra where the irritability of the pa¬ 
tient is manifested by frequent chills and high fever after each 
attempt to pass instruments, a free opening into the bladder 
and good drainage and local treatment of that viscus is good 
surgery and will be followed in most instances by such bene 
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ficial results as occurred in cases II and V. Cutting the 
stricture from behind is then a matter of small consequence, 
as for a few days, at least until the wound shall have had time 
to glaze over, the urine passes by the perineal opening, and 
the wound in the penis is left clean, a condition far different 
from internal urethrotomy under the same conditions. Indeed 
I am gradually leaning toward the opinion that there are many 
old hard resilient strictures through which an instrument of 
considerable size can be passed which would be best treated 
by perineal urethrotomy. 

The after treatment of these cases is quite simple and based 
on general surgical principles. It is only rarely necessary to 
use a retention catheter and it should not be done when it can 
be avoided. I thought it necessary'- earlier in my experience, 
and used it incase I under circumstances in which I would not 
use it now. In case VII I thought it necessary on account of 
the complete severance of the bladder from all anterior con¬ 
nections. When used, a soft rubber instrument should be se¬ 
lected as less liable to collect phosphatic concretions and not 
so irritating to the patient’s bladder. Completion of the opera¬ 
tion should mean that the surgeon can pass a full sized sound 
through the urethra into the bladder, without hitch or difficul¬ 
ty. As the case draws to a conclusion the proper sized con¬ 
ical steel sound should be procured by the patient and the sur¬ 
geon should carefully instruct him how to use it, for unless he 
continues to dilate the canal occasionally it will usually recon¬ 
tract and the patient will be in as bad a state as before with 
the addition of a. new supply of cicatricial tissue. 



